hospitals; these financial differences would likely be exacerbated with any reduction in 340B revenue. However, the public and policy makers would be well served by greater transparency on hospitals' use of 340B revenues, as suggested by lawmakers. Because any reduction in 340B eligibility increases manufacturer revenues, increased transparency will help policy makers characterize the benefits to patients when considering tradeoffs between hospital and manufacturer revenues from any changes to the program.
HEALTH CARE REFORM

Health Insurance for Asian Americans, Native Hawaiians, and Pacific Islanders Under the Affordable Care Act
Since passage of the 2010 Affordable Care Act (ACA), more than 20 million Americans have gained health insurance. 1 While previous analyses have documented coverage gains for most major racial/ethnic populations, virtually no attention has been focused on Asian Americans, Native Hawaiians, and Pacific Islanders (AANHPIs).
2 The fastest growing US racial/ethnic group, 3 AANHPIs comprise an extraordinarily heterogeneous group of people. They represent more than 50 ethnicities and speak 100 languages. We analyzed (1) the extent of post-ACA health insurance coverage gains for AANHPIs; and (2) whether disparities in coverage-both between AANHPIs and other major groups, as well as within major AANHPI subgroups-have narrowed over time.
Methods | The American Community Survey (ACS)-the nation's largest annual survey-collects data on health insurance, race/ethnicity, and other demographic information from 295 000 households annually, with a 95% response rate. We calculated changes in the uninsured rate among adults (ages 18-64 years) in the period before the ACA's major coverage expansions (2009-2013) and after (2015-2016) for AANHPIs and compared them with rates for nonHispanic whites, non-Hispanic blacks, and Hispanics. We excluded 2014 as a transition year. We also measured such changes for the 7 major Asian American subgroups (Asian Indian, Chinese, Filipino, Vietnamese, Korean, Japanese, and other Asian) and 4 major Native Hawaiian and Pacific Islander (NHPI) subgroups (Native Hawaiian, Samoan, Guamanian or Chamorro, and other NHPI). The study used publicly available data and was deemed non-human subjects research by the Harvard School of Public Health institutional review board. In addition to unadjusted estimates, we used linear regression models to estimate the adjusted change in coverage, controlling for citizenship status, self-employment, education, marital status, sex, English-speaking ability, nativity, income-poverty ratio, income, age, state, and stateyear unemployment rate. All analyses used ACS survey weights.
Results | Following the ACA, significant reductions in uninsurance were achieved for all major racial groups (Table and Figure) . Notably, the gap between whites and nonwhites shrank for all major groups, although only for AANHPIs did the disparity with whites disappear entirely after passage of the ACA.
Reductions in uninsurance occurred for all 11 AANHPI subgroups, ranging from −14.3 percentage points in the Guamanian or Chamorro subgroup (95% CI, −22.4 to −6.2) to −4.1 in the Japanese subgroup (95% CI, −5.8 to −2.5), although nonsignificantly for Native Hawaiian, Samoan, and other NHPI. For Asian Americans, while the highest (Korean) and lowest (Japanese) uninsured subgroups retained their relative positions, the uninsured gap between them narrowed substantially (20.6 percentage points pre-ACA to 8.1 points post-ACA). For NHPI subgroups, the uninsured gap between the highest and lowest subgroups was substantially unchanged (10.0% to 9.6%).
Discussion | Our findings document AANHPI coverage gains that essentially eliminated pre-ACA coverage disparities relative to whites. Within AANHPI subgroups, disparities have narrowed appreciably, especially for Asian American subgroups. The smaller sample sizes of NHPI subgroups may explain why some subgroup coverage changes were not statistically significant.
We are not able to attribute causality to these findings, but the 2014 launch of the ACA's marketplaces and Medicaid expansion in participating states likely was the major factor. Study limitations include only 2 years of post-ACA data, absence of health care utilization data, and imprecise measurement of insurance and income in the ACS. To our knowledge, this report is the first to detail gains in AANHPI health insurance coverage since implementation of the ACA through the end of Barack Obama's presidency. Future research should explore whether these gains in coverage persist and the long-run effects of these changes on health care disparities.
